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Nebraska Department of Health

and Human Services Health h‘lformation F{eport
For Family Child Care Homes | and li, this Health Information Report rust be current within six (6} months from the date
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Name

Birthdate
Street Address City State Zip Code Telephone No.
If applicable, indicate narme and address of facility for whom you work:
Name of Facility
Street Address City State Zip Code

List all prescription medications you are currently taking: (List NONE if you are not taking any prescription medications}

Signature of applicant/provider Date
SIGN HERE
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Albumin Sugar,
Has this individual been treated or currenity being treated for the following:
Substance Abuse or Hypertension/
Dependency: fYes [ONo [JUnknown High Blood Pressure: [ Yes DINo [Unknown

If yes, give date:
Alcohol Abuse or Dependency: [Yes [ONo [Z Unknown

If yes, give date;
A Communicable Disease: OYes [INo LI Unknown

if yes, give date:

if yes, give date:

Another condition that may affect
Mental Hiness: Lives ONo [ Unknown . hig/her ability to care for children: O Yes [INo [ Unknown

if yes, give date:

if yes, give date:

Signature of Registered Nurse Date
SIGN HERE
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Printed Name Telephone Number

Street Address

City State Zip Code
a mpact ot the jn cire ot chile

b

Signaturé of Physician, waysician

Date

Printed Name Telephone Number

Sireet Address City State Zip Code
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